lungs, breast s, testes, uterus, thyroid , adrenal glands, skin, and pancreas. Intestinal-type adenocarcinoma must also be pathologically differentiated from mucoepidermoid carcinoma and low-grade aden ocarcinoma.I Sinonasal melanoma , aggressive fungal infections, and hem orrhagic metastatic lesions could have similar imaging characteristics, as occurred in our patient. Adenocarcinoma accounts for 10 to 20% of all primary malignant tumors of the nasal cavity and paranasal sinuse s.' A type of adenocarcinoma called intestinal-type adenocarcinoma-so called becau se its histolog ic pattern is similar to that of an adenocarcinoma ofthe colon-accounts for 3 to 4% of all sinonasal malignancies.? Intestinal-type adenocarcinoma occurs sporadically as an occupational hazard of inhaling wood dust; it is most common in men 50 to 60 year s ofageY
We evalu ated a 56-year-old man who had a proven histol ogic diagno sis of sinonasal intestinal-t ype adenocarcinoma. The pati ent had been treated at another institution with chemo-and radiotherapy 6 month s prior to the current admission. He came to our institution with sign s of recurrence and a change in mental status. Areview ofhis original computed tomography (CT) scan (figure) reve aled the presence of a large, destructi ve lesion that involved the sinona sal area and extended into the anterior crani al fossa, a significant degree of associated vasogenic edema in the adjacent fronta l lobes of the brain, and signs of hemorrhage. A recent chest x-ray revealed multiple metastatic lesions in both lungs. Of interest, the patient was a furniture worker, and he had a IS-year history of exposure to wood dust. No evidence of gastrointestinal or colonic mali gnancy was noted.
Histologically, an intestinal-type adenocarcinoma can be confu sed with metastatic disea se from the gastrointestinal tract. Am ong other sites from which neopl asms meta static to the sinonasal area originate are the kidney s,
